Arthroscopic repair of the shoulder instability can be accomplished with patient in either beach chair or lateral decubitus position depending on the surgeons' preferences. Neurological complications have been described in both of these positions. In the lateral decubitus position, a 10%-30% incidence rate of transient neuropraxia has been observed. [1] Moreover, it was observed that the musculocutaneous nerve is the most vulnerable. [1] The documented risk factors include patient positioning and limb traction during anesthesia, capsular distension, and local compression as a result of irrigation fluid. [2] We report perhaps the first case of an ulnar nerve compression injury related to the use of an additional traction device that is utilized in the arthroscopic repair for recurrent shoulder dislocations in the lateral decubitus position.
2, Smith-Nephew, Andover, USA) attached. Another device called "Lateral Jack" (TENET, Canada) [ Figure 1 ] was employed during the arthroscopic procedure to increase the working space inside the joint in the anteroinferior aspect. Standard arthroscopic Bankart repair using four bioabsorbable anchors was accomplished in 90 min, traction devices were removed, and the patient was shifted out of operating room.
On first postoperative day, the patient complained of tingling and paresthesia over the ulnar border of his hand and forearm. Clinical examination revealed minimal tenderness over the course of ulnar nerve near the elbow on the medial side without any swelling or bruise over the skin. Movement of the elbow was full and painless. Sensory examination of ulnar nerve revealed mild hypoesthesia over the medial border of the little finger. Motor function of the ulnar nerve was found to be intact. Examination of other peripheral nerves in the limb was found to be intact. Cervical spine examination was normal. The patient refused the nerve conduction studies to confirm further the lesion. He was prescribed oral pregabalin (75 mg) and methylcobalamin (750 mcg) once daily for 6 weeks. In subsequent follow-ups, his sensory deficit gradually improved and completely recovered at the end of 3 months.
DISCUSSION
During arthroscopic Bankart repair, the anteroinferior labrum needs to be properly visualized and liberated from the neck of glenoid to achieve a proper repair with appropriate tensioning of the inferior glenohumeral ligament over the glenoid using suture anchors. Often, a common difficulty observed during arthroscopic Bankart repair is constrained space in the inferior aspect of glenoid to work on the labrum. This may limit the access to the inferior glenohumeral space and jeopardize the work over the labrum compromising a successful labral repair. To overcome this difficulty, use of lateral jack is quite helpful in the lateral decubitus position. Lateral jack is a low profile, well-cushioned, surgeon-controlled lateral traction device recommended for arthroscopic shoulder instability surgeries. It acts by abutting against upper third-middle third of arm on the medial aspect and levers the arm laterally and thereby distracts the glenohumeral joint. This increases the inferior working space and provides an excellent inferior view that eases anteroinferior labral liberation and further repair. Lateral jack is not a lateral traction device, which offers lever arm effect of the upper extremity because the hand is fixed by the longitudinal traction device (Spider 2). Hence, how much compression force over the upper arm is important and it should be used intermittently to avoid nerve injury. The Spider 2 can support up to 50 lb. At full extension. However, it is imperative to determine the longitudinal traction force and lateral distraction force applied to the arm which usually varies case to case. Conventionally, 10-15 lb of longitudinal traction in applied in shoulder surgeries. However, the lateral distraction force required for Bankart repair is adjusted according to the visibility of the anteroinferior part of the joint.
The upper one-third-middle one-third area of the arm is well cushioned by muscles and protects the ulnar nerve against any pressure. However, the ulnar nerve is practically bare without any muscle cover around in the lower third of the arm and it remains vulnerable to any external compression such as that of lateral jack below middle third of the arm. Hence, as long as the lateral traction jack is placed at the upper third-middle third junction of the arm, the ulnar nerve is well protected within the cushions of muscle cover. If the jack slips to the lower position closer to the elbow, it may end up compressing the ulnar nerve.
In the index case, retrospectively, we realized that the lateral traction jack was placed too close to the elbow for prolonged duration and this would be the most likely culprit for the subsequent complication. We overlooked this fact as the team was preoccupied with the surgical procedure to be performed. Furthermore, during the procedure, surgical assistant was asked to manually distract the joint by pushing the lateral jack up to further visualize the inferior aspect of the joint. This could have put undue pressure on the ulnar nerve near the elbow.
Another factor that could have contributed in nerve compression is the position of the limb with respect to pronation-supination. Prielipp that change in the arm position affects the external pressure transmitted to the ulnar groove. Supination of the forearm produces the least amount of pressure at the ulnar groove; pronation produces the most, and a neutral forearm position results in an intermediate value. [3] In the case of usage of lateral traction device, pronation of the limb brings the ulnar nerve closer to the traction device, and this will put the ulnar nerve at more risk to compression by the traction device than supination [ Figure 2a and b]. However, we cannot recall the exact position of limb regarding pronation-supination in the index case. Hence, it is prudent to position the lateral jack against the upper third of arm with the forearm in supination to avoid undue pressure on the ulnar nerve [ Figure 3a and b].
Common pharmacological treatment prescribed for the sensory symptoms of nerve compression (neuropraxia) includes nonsteroidal anti-inflammator y dr ug, anticonvulsants, antidepressants, and opioids (as a last resort). Methylcobalamin (activated form of Vitamin B12) is an another potential pain killer besides, improving nerve conduction, promoting the regeneration of injured nerves, and inhibiting ectopic spontaneous discharges of injured primary sensory neurons. [4] Recently, the role of gabapentin in the treatment of neuropathic pain caused by traumatic or postsurgical peripheral nerve injury has been evaluated and found to be effective and well-tolerated. [5] These medications either single or as combination (depending on severity of symptoms and patients' response) should be continued for minimum 6-12 weeks. Our patient received combination of oral methylcobalamin (750 mcg) along with pregabalin (75 mg) once a day for 6 weeks. Symptoms gradually disappeared by the end of 3 months without any long-term disability.
Perioperative peripheral nerve injury is a rare but important perioperative complication resulting in significant patient disability, functional loss, and the potential for litigation. [6] We believe that many cases do not come to light because of underreporting of this complication, and the actual incidence might be much higher.
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